A 69-year-old woman was referred for small-bowel endoscopy because of abdominal pain and diarrhea of 1-year's duration. She complained of bloating and fullness of her abdomen, accompanied by headaches, occasional palpitations, and anxiety. Her past medical history was positive for coronary artery disease, hypertension, and hyperlipidemia. An outpatient colonoscopy revealed diverticula. Esophagogastroduodenoscopy, including biopsies of the stomach and duodenum, was normal. Clinical examination was unremarkable except for dermographism. Laboratory data were within reference ranges. Special laboratory tests including vanillylmandelic acid, epinephrine, calcitonin, and chromogranin A were normal. The patient underwent an oral doubleballoon enteroscopy (DBE), which disclosed non-specific findings such as edema and minimal erythema of the jejunal mucosa (• " Fig. 1 ). Histopathological analysis revealed mast cell infiltration of the jejunal mucosa (• " Fig. 2) . A bone marrow aspirate and a skin biopsy were negative. A diagnosis of mast cell activation syndrome (MCAS) was made, and the patient was placed on sodium chromoglycate, ranitidine, and H1 blockers. Her symptoms gradually improved and at 10-months follow-up she remained clinically stable. Mast cell activation disease (MCAD) comprises a collection of disorders characterized by accumulation of genetically altered mast cells which, potentially, can affect the function of any organ [1] . MCAD is now classified into indolent mastocytosis, isolated bone marrow mastocytosis, smoldering systemic mastocytosis, systemic mastocytosis with clonal hematologic disorder, aggressive systemic mastocytosis, and mast cell leukemia [1] . In contrast, patients with MCAS have the typical symptoms of MCAD but fail to meet the classic World Health Organization (WHO) criteria for systemic mastocytosis [1, 2] . Furthermore, MCAS often does not result in any abnormalities identified during laboratory testing, including tryptase and chromogranin A levels [1 -3] . Nevertheless, patients with MCAS suffer from the same symptoms as patients with systemic mastocytosis [1 -3] . Thus, MCAS may be an important and probably unrecognized cause of irritable bowel syndrome (IBS) [1, 3] . Any endoscopist dealing with patients with IBS-like symptoms should therefore include MCAS as a possible cause of the patient's symptoms and look for this condition. Because mast cells tend to be destroyed during activation, it is not always feasible to find them during routine biopsies [3] . In addition, systemic gastrointestinal inflammatory disorders such as Crohn's disease and celiac disease are also known to affect the small bowel in a patchy pattern. Thus obtaining multiple biopsies of even normal-appearing mucosa from various sites in the gastrointestinal tract and communicating with the pathologist to specifically search for mast cells may improve the recognition of this condition. To the best of our knowledge, this is the first report on the utility of DBE for the diagnosis of MCAS. This report should serve as an impetus to consider MCAS or MCAD in patients with IBS-like symptoms presenting for small-bowel endoscopy. 
